Patients: Medical ICU patients mechanically ventilated for less than 72 hours. Intervention: Early exercise and mobilisation therapy provided by occupational and physiotherapists. Outcome: Independent functional status at hospital discharge.
The study: A non-blinded, concealed, randomised controlled trial with intention-to-treat analysis.
The study patients: 104 adult medical ICU patients from two hospitals in the USA who on interview with a proxy were deemed to have been independent (Barthel Index score ≥70) two weeks previously. Patients were intubated, had been receiving mechanical ventilation for less than 72 hours and were expected to continue to need mechanical ventilation for at least a further 24 hours. There was a range of exclusion criteria, targeting those in whom early activity would either be contraindicated, not feasible or those with difficult/limited rehabilitation potential. Patients were largely similar at baseline with the exception of a greater proportion of females in the intervention group (59% vs 42%, no p value given), which had been found in a previous study as an independent predictor of successful ambulation. Patients in the control group had a more prolonged duration of delirium, sedation and mechanical ventilation during their ICU stay.
Control group (n=55; 55 analysed): Standard care, daily sedation breaks and exercise and mobilisation therapy only when requested by treating ICU team (physiotherapy was normally only provided as a part of standard care in these two participating ICUs to patients mechanically ventilated for more than two weeks). This resulted in no exercise and mobilisation therapy being provided by occupational and physiotherapists while the patients were intubated and a median of 11 minutes per day after extubation. Therapy was initiated a median of 7.4 days after intubation. Physical and occupational therapy was continued after ICU discharge until being deemed either no Early physical and occupational therapy in mechanically ventilated medical patients improves return to independent functional status at hospital discharge Treating mechanically ventilated medical intensive care unit (ICU) patients from the beginning of their ICU admission until hospital discharge with physical and occupational therapy leads to a greater proportion of patients returning to independent functional status at hospital discharge. The evidence:
Level of evidence: 1 -(RCT with a high risk of bias)

Appraised by: R Appleton
Key CER: control event rate EER: experimental group event rate RRR: relative risk reduction ARR: absolute risk reduction NNT: number needed to treat longer required or the patient was discharged from the hospital. It should be noted however that patients in the control group achieved independence in many of the individual activities of daily living (ADLs), eg standing, transferring, walking, etc while in the ICU and prior to receiving any physical or occupational therapy, suggesting these units promoted these activities irrespective of physiotherapist and occupational therapist input.
Experimental group (n=49; 49 analysed): Standard care, daily sedation breaks and exercise and mobilisation therapy from the day of enrolment in the study until either being no longer required or hospital discharge. Therapy was tailored to the patient and progressed from passive limb movements in unresponsive patients through participation in ADLs, transferring and walking. Quite broad safety criteria were set to guide the initiation/discontinuation of therapy. Therapy was commenced a median of 1.5 days after intubation and lasted a median of 20 minutes per day while patients were intubated, and a median of 12 minutes per day following extubation. Therapy after ICU discharge was according to the same guidelines as the control group.
EBM questions: 1. Do the methods allow the adequate testing of the hypothesis? Yes.
Do the statistical tests correctly test the results to allow
differentiation of statistically significant results? Largely yes, though the limited multi-variate analysis may not have accounted for baseline imbalances between the groups, notably female sex and perhaps also delirium.
Are conclusions valid in light of the results?
The results support the author' s conclusions, however, early activity and mobility are not proven interventions for delirium or weaning from mechanical ventilation. Therefore the differences between the groups in duration of delirium, mechanical ventilation and sedation may be the result of the intervention but equally may also simply reflect differences in the natural recovery of the two groups' presenting illnesses. If the latter is responsible then it is quite feasible that the difference in the primary outcome (proportion of patients returning to functional independence at hospital discharge) is a type 1 error as a result of differing patient illness characteristics from the relatively small sample size. 4. Did results get omitted, and why? No. 5. Did they suggest areas of further research? Yes. They suggested a study of whether early mobilisation in intensive care can enhance successful home discharge and reduce the burden of post-ICU rehabilitative care. 6. Did they make any recommendations based on the results and were they appropriate? No. 7. Is the study relevant to my clinical practice? Yes, with the declining ICU mortality, optimising functional outcome for the greater number of survivors is an essential component of ICU care. 8. What level of evidence does this study represent? 1 -(RCT with a high risk of bias). 9. What grade of recommendation can I make on this result alone? None. 10.What grade of recommendation can I make when this study is considered along with other available evidence? B. There are three prospective cohort studies (238 patients) and two prospective controlled studies (434 patients) all finding early activity and mobilisation is feasible and safe with the two controlled studies both showing in addition improvements in a variety of short-term outcomes. The marked heterogeneity across the studies in design, patients studied and outcomes evaluated currently limits the conclusions that can be drawn and recommendations that can be made. 11.Should I change my practice because of these results? No, a larger more robust multi-centre RCT is required, however early activity is safe and the probable benefit it provides should encourage its use within the currently available resources. 12.Should I audit my current practice because of these results?
Yes. Follow-up of ICU patients with assessment of function will delineate more clearly current functional outcomes and enable comparison across institutions and with changes in future practice. 
